Migraine with Sphenoiditis.-H. G. BEDFORD RUSSELL, F.R.C.S. Mrs. A. M., aged 43, seen 1935, complaining of left ophthalmic migraine for many years.
No clinical signs of sinusitis, but himolytic streptococci grown from postnasal space. The skiagram was preceded by a lipiodol displacement (Fig. 1) . 5.11.35 : Left sphenoid exenterated by sublabial route. The sphenoid was found to be crammed with polypi, from the interior of which hemolytic streptococci were grown in pure culture.
The migraines ceased immediately and had not recurred when seen on 4.2.55-twenty years later. Admitted to hospital in April 1954 complaining of severe pain under the right costal margin. During the previous eighteen months he had suffered from intermittent joint pains, mostly in the hands.
On examination.-He was pale and sweating; temperature 101.40 F.; pulse 112; respirations 36. Rales were audible at the base of the right lung. The blood pressure was 125/70. There was rigidity of the right upper quadrant of the abdomen but no palpable viscera.
Progress.-Oxytetracycline 500 mg. q.d.s. was given but his condition deteriorated during the following two weeks, and clinical signs of consolidation at both lung bases became apparent. The respiration rate and pulse rate remained very high, and there was extreme pallor tinged with cyanosis.
Investigations.-Hb 98% (14-5 grams% Haldane). W.B.C. 15,000 with polymorphonuclear leucocytosis. E.S.R. 95 mm. in one hour (Westergren). X-ray of chest showed consolidation and collapse of both lower lobes ( Fig. 1 ). Sputum was purulent and bloodstained but culture yielded no pathogens.
Further progress.-During the next two months there was a gradual improvement, but the chest signs and X-ray appearances were very slow to clear and resolution was incomplete.
Six weeks after admission, red tender subcutaneous nodules appeared on both forearms but cleared after five days. At the same time there was an exacerbation of the joint pains, although there was little swelling. Seven weeks after admission, when the chest signs had largely abated, the pulse-rate suddenly rose to 130. An ECG showed auricular flutter. Digitalis in large doses converted this to auricular fibrillation, and on stopping the drug normal rhythm returned.
Further investigations.-Serum proteins 7 7, albumin 3 4, globulin 4-3 grams per 100 ml. Electrophoresis showed a greatly increased gamma globulin. (Fig. 2) . Comment.-During the first few weeks after admission bilateral pneumonia dominated the clinical picture, although it was atypical in its long duration and incomplete resolution uninfluenced by oxytetracycline.
The development of a cardiac arrhythmia, a fleeting skin eruption, joint pains, persistently high E.S.R. and raised gamma globulin subsequently indicated that a disseminated systemic disease should be considered. A firm diagnosis, however, could only be made when lupus erythematosus cells were found in the peripheral blood.
Cortisone therapy was not started until two months after admission, so that it is not possible to state whether it would have hastened resolution of the pneumonia. It has relieved the joint symptoms, although the E.S.R. remains elevated and L.E. cells were still present two months after cortisone was started.
Although involvement of the lungs during the course of disseminated lupus erythematosus has been recorded several times, it would appear to be very uncommon for this disease to present as pneumonia. The pathological changes in the lung, according to Baggenstoss (1952) , are mucinous cedema ofthe alveolar wall, followed by histiocytic infiltration, fibrinoid necrosis and fibrosis. Matthews and Meynell (1954) have recently described a case similar in almost every respect to that reported here. These authors suggest that cases of pneumonia of long duration, taking an atypical course, should be examined for lupus erythematosus cells.
During the past six months, patient admitted that he had had polydipsia with decrease in appetite.
On examination.-Fit, well-preserved man, somewhat obese and definitely icteric. Examination of the abdomen revealed some distension with marked tympanites; extreme tenderness in the right hypochondrium over an easily palpable mass; Murphy's sign positive.
Investigations.-Urine: Glycosuria and marked ketosis. Plain X-ray of the abdomen revealed the gall bladder filled with gas. Blood: Hb 118 %; W.B.C. 6,900. Van den Bergh: Direct reaction biphasic; indirect reaction 2 5 mg. bilirubin %. Barium meal X-ray revealed no organic disease of the cesophagus, stomach or duodenum, the small or large bowel. No evidence of fistulous communication between the gall bladder and.gut. The gall bladder and cystic duct were full of gas, and s,urgical emphysema of their walls was present. Cholecystogram (Fig. 1) showed the gall bladder completely filled with air and the raising of the mucosa from the submucous layer. Barium meal and combined cholecystogram (Fig. 2) showed no fistulous connexion with stomach or duodenum.
Intravenous cholangiogram (Fig. 3 ) (using Biligrafin) showed the shrivelled remnant of the gall bladder and cystic duct adjoining the outline of the biliary tract. This was taken six weeks after the patient had been discharged from hospital.
